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{K 000} INITIAL COMMENTS {K 000}

 A Post Survey Revisit (PSR) to the investigation 

of Complaint Number IN00096603 conducted on 

09/12/11 was conducted by the Indiana State 

Department of Health.

Complaint Number:  IN00096603

Corrected

Survey Date:  10/18/11

Facility Number:  012563

Provided Number:  15G797

AIM Number:  100244830

Surveyor:  Amy Kelley, Life Safety Code 

Specialist

Census:

ICF/MR: 4

AWS was found in compliance with 42 CFR 

Subpart 483, Subpart I and 460 IAC 9.1.1 in 

regard to the PSR to the investigation of 

Complaint Number IN00096603.   

Quality Review by Robert Booher, Life Safety 

Code Specialist-Medical Surveyor on 10/21/11.
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